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Abstract
Physical inactivity is one of the factors contributing to disproportionate disease rates among older 
African Americans. Previous literature indicates that older African Americans are more likely to 
live in racially segregated neighborhoods and that racial residential segregation is associated with 
limited opportunities for physical activity. A cross-sectional mixed methods study was conducted 
guided by the concept of therapeutic landscapes. Multilevel regression analyses demonstrated that 
racial residential segregation was associated with more minutes of physical activity and greater 
odds of meeting physical activity recommendations. Qualitative interviews revealed the following 
physical activity related themes: aging of the neighborhood, knowing your neighbors, feeling of 
safety, and neighborhood racial identity. Perceptions of social cohesion enhanced participants’ 
physical activity, offering a plausible explanation to the higher rates of physical activity found in 
this population. Understanding how social cohesion operates within racially segregated 
neighborhoods can help to inform the design of effective interventions for this population.
Disparate rates of physical activity between African Americans and European Americans 
have been widely documented (Landrine & Corral, 2009; Robert & Ruel, 2006; Satcher, 
2001; Siegel, Ward, Brawley, & Jemal, 2011). Nationally, 26% of African Americans over 
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the age of 65, and 37% of those aged 45–64, reported meeting physical activity 
recommendations in comparison with 41% of European American adults over age 65 and 
49% of European American adults aged 45–64 (Gallagher et al., 2010; Nelson et al., 2007). 
Differences in the rates of physical activity between these two groups have been offered as 
one plausible explanation for health outcome disparities (Bopp et al., 2006; Bopp et al., 
2007; Powell, Martin, & Chowdhury, 2003).
These differences have recently been linked to external and environmental factors. Among 
older African Americans, aspects of the neighborhood environment that have been found to 
be associated with walking include neighborhood safety, seeing familiar faces, accessible 
sidewalks, and neighborhood aesthetics (Gallagher et al., 2010). Neighborhood physical 
disorder has been shown to be negatively associated with physical activity among older 
adults (Kwarteng, Schulz, Mentz, Zenk, & Opperman, 2014). However, there is little 
research showing the association of racial residential segregation to physical activity among 
African Americans 50 years and older.
Racial residential segregation is defined as the physical separation of races in a residential 
context, which over time has resulted in differential access to resources and societal 
opportunities (Acevedo-Garcia, Lochner, Osypuk, & Subramanian, 2003; Williams, 
Neighbors, & Jackson, 2003; Karlsen & Nazroo, 2002). Racial residential segregation in the 
United States can be traced back to the migration of African Americans from the rural South 
to urban areas in search of jobs at the beginning of the 20th century (Massey & Denton, 
1993). As African Americans found housing in urban neighborhoods, European American 
residents began moving to suburban areas, which produced inner-city neighborhoods with 
concentrations of African American residents (Massey & Denton, 1993; Massey, Gross, & 
Shibuya, 1994). This emergence of predominantly African American neighborhoods gave 
rise to the banking industry’s practice of “redlining,” which restricted loan approvals for 
housing in areas considered high risk, (i.e., neighborhoods that could potentially become 
predominantly African American) (Massey & Denton, 1993). As a result, financial 
investments flowed to European American suburban neighborhoods, bypassing urban 
African American neighborhoods and leading to a decline in property values and increase in 
foreclosures, forcing African Americans out of their homes into crowded public housing 
projects (Bond Huie, 2000; Massey & Denton, 1993). In addition, African American 
homeownership was lower in racially segregated neighborhoods as compared with 
predominantly European American neighborhoods due to older and poorer quality housing 
(Flippen, 2001). Although redlining is no longer practiced, racial residential segregation 
continues to restrict access to quality education and employment opportunities, resulting in 
unequal distribution of goods and services and limited access to resources needed for health 
promotion (Williams & Collins, 2001). One framework that can be used to describe how 
racial residential segregation may affect access to health-promoting resources is the place 
stratification model.
Place Stratification Model
The place stratification model posits that residential patterns are based on a hierarchy and 
are shaped by prejudice and discrimination. There is a hierarchy of places, classified by their 
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desirability and the quality of life afforded to their residents (Freeman, 2000). 
Characteristics of desirable places can include owner-occupied housing, access to local 
goods and services, and protection from crime (Freeman, 2000). By living and owning 
homes in these desirable places, people who hold the power in the society maintain this 
power by distancing themselves spatially and socially from their minority counterparts (Alba 
& Logan, 1993; Freeman, 2000; Friedman, Singer, Price, & Cheung, 2005; Iceland & 
Wilkes, 2006). The place stratification model is most relevant in describing residential 
segregation patterns between African Americans and European Americans because it 
reflects more of the historical context that exists between the two groups (Freeman, 2000). 
The place stratification model informed the current study because it offers a mechanism by 
which racial residential segregation may be associated with physical activity through limited 
access to physical activity resources.
Research has shown that racial segregation is associated with poor health outcomes for 
African Americans living in these areas. An increase in lifetime exposure to racial 
residential segregation has also been connected to higher rates of mortality among African 
Americans, which is especially concerning for older African Americans who are more likely 
to live in these areas (Williams, 2001; LaVeist, 2003). While racial residential segregation 
negatively influences health, studies have also demonstrated that social cohesion can buffer 
the harmful effects of living in a racially segregated neighborhood (Bell, Zimmerman, 
Almgren, Mayer, & Huebner, 2006). Social cohesion is defined as close ties, trust, and 
shared values among neighbors (Fisher, Li, Michael, & Cleveland, 2004). Understanding the 
mechanisms by which racial residential segregation influences the physical activity of older 
African Americans is important to identify opportunities for intervention.
Despite the research that documents poor health outcomes among African American 
residents living in racially segregated neighborhoods, the research on the association 
between racial residential segregation and physical activity remains limited and 
inconclusive. A study conducted by Lopez et al. (2006) found that racial residential 
segregation was negatively associated with physical activity, while Corral et al. (2012) found 
a nonsignificant relationship between segregation and physical activity. Incorporating 
conceptual models may be useful to subjectively and objectively investigate how living in 
racially segregated areas influences the physical activity of African Americans 50 years and 
older.
Concept of Therapeutic Landscapes
The concept of therapeutic landscapes, which describes places that are associated with 
treatment or healing and health promotion, can be used to elucidate the role of neighborhood 
and its effect on health (Braubach, 2007; Gesler, 1992). Braubach (2007) asserts that five 
characteristics exist within urban neighborhoods that create a therapeutic landscape for 
health promotion: (1) physical characteristics of the environment; (2) the conditions and 
functionality of environmental settings; (3) services provided to support the daily life of 
residents; (4) sociocultural features of neighborhoods; and (5) neighborhood reputation. As 
seen in Figure 1, an individual’s health status is impacted by a process that starts at the 
individual’s physical and psychosocial environment and is then filtered through how the 
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individual perceives and ascribes meaning to this environment. For this study, the authors 
have adapted Braubach’s model to include health behaviors that occur as a result of these 
processes which then have the potential to contribute to health outcomes and overall well-
being (Braubach, 2007). It is theorized that individuals’ participation in physical activity will 
be determined by how they perceive their environment and in turn influence their overall 
well-being.
Purpose
Utilizing the concept of therapeutic landscapes, combined with the place stratification 
model, the purpose of this study was to: (1) examine the association between racial 
residential segregation and self-reported physical activity, and (2) use the filter function, as 
proposed by Braubach (2007), to explore the perspectives of older African Americans living 
in segregated neighborhoods. The authors hypothesized that higher levels of racial 
residential segregation would be associated with lower levels of physical activity. This study 
used a mixed methods approach to investigate the intersection between perceived and 
objective measures of neighborhood influences on physical activity of older African 
Americans.
Methods
A cross-sectional study design was used to test hypothesized associations between racial 
residential segregation and physical activity. Secondary data analyses were conducted using 
North Carolina (NC) data from the Action in Churches in Time to Save Lives (ACTS) of 
Wellness project. To further understand the quantitative findings, a qualitative analysis was 
done with a subset of the ACTS participants. All study procedures were approved by the 
institutional review board of the University of North Carolina at Chapel Hill.
Parent Study Sample and Baseline Data Collection
Quantitative—The ACTS study design was a cluster-randomized controlled trial 
developed to promote colorectal cancer screening and physical activity within urban African 
American churches. Church members were eligible to participate if they: (a) were aged 50 
and over and (b) a member of the study church. Recruitment of churches occurred from May 
2007 to August 2009, yielding a total of 12 churches and 616 church members drawn from 
three urban areas of NC. Baseline data collected for the ACTS study included demographic 
information, health information, self-rated health status, self-reported physical activity, and 
participant home address.
Using the baseline data from ACTS, participants’ home addresses were geocoded using 
ArcMap (Esri, Redlands, CA). Census 2000 data were used to assess neighborhood-level 
variables including racial composition, which was used to assess the degree of racial 
residential segregation, education, and poverty level of each neighborhood at the census tract 
level, which served as the proxy for neighborhood.
Independent Variable—Racial residential segregation was measured as a continuous 
variable and was calculated by taking the percent of non-Hispanic African Americans living 
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in the neighborhood. Neighborhoods that were predominantly African American (i.e., a 
census tract with 50% or more African American residents) were considered racially 
segregated neighborhoods (Sallis, Kraft, & Linton, 2002; Williams & Collins, 2001). The 
racial residential segregation variable in the current study ranged in value from 0–80% 
African American in a census tract.
Dependent Variables—Physical activity was self-reported using a previously validated 
instrument for the WATCH study, an instrument that was validated by comparing the 
WATCH measure against the Seven-Day Physical Activity Recall (Campbell et al., 2004; 
Sallis et al., 1985). This instrument assessed moderate to vigorous intensity aerobic 
recreational physical activity by using seven preselected activities (run/jog, bike, active 
sports, dance, swim, walk/hike, and aerobics) and an “other” question where participants 
could self-report activity. The literature has emphasized that participation in moderate to 
vigorous physical activity contributes to the reduction of certain types of cancers. Since the 
ACTS study focused on colorectal cancer, the current study focused solely on moderate to 
vigorous physical activity (Kushi et al., 2006).
Ainsworth and colleagues’ (1993) compendium of physical activities was used to decide on 
a case-by-case basis whether to consider the self-reported activity moderate to vigorous 
intensity (MET value > 3). For each activity selected, participants indicated frequency of 
participation within the past 30 days, with response options of: rarely/never, 1–3 times/
month, 1–2 times/week, 3–4 times a week, or 5 or more times a week. In addition, 
participants reported their activity duration as less than 20 min (estimated as 15 min) or 20 
or more minutes (estimated as 20 min).
Minutes of physical activity and the metabolic equivalent task (MET) hours were used to 
assess physical activity participation. One MET is equivalent to the amount of oxygen 
(energy) the average person consumes while seated and resting (Campbell et al., 2004). 
MET hours/week were computed based on frequency, duration, and a MET (intensity) value 
(Ainsworth et al., 1993). Physical activity was also dichotomized based on whether 
participants met the physical activity recommendation of 150 min per week of moderate or 
vigorous activity (Garber et al., 2011; Elsawy & Higgins, 2010). Four variables were used to 
describe participants’ level of physical activity, including MET hours per week, minutes of 
physical activity per week, minutes of walking per week, and meeting physical activity 
recommendations.
Control Variables—Variables were included in the models that could potentially 
confound the association between racial residential segregation and physical activity. Male 
served as the reference category for sex. Age was categorized as 50–60, 61–70 (reference 
group), 71–80, and greater than 80. Education was categorized as less than high school, high 
school, college, and post college (reference group). Individual income was categorized into 
low income (< $10,000–$29,999), middle income ($30,000–$69,999) (reference group), and 
high income (> $70,000). Marital status was categorized as single, married (reference 
group), and widowed. Neighborhood poverty was obtained from Census 2000 data and 
measured as the percent of residents that lived below the poverty line, defined as a family of 
four with an annual household income of less than $17,050 (U.S. Census Bureau, 2000). 
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Neighborhood education, from Census 2000 data, was measured as the number of residents 
that had more than a high school diploma.
Qualitative—Given the historical context of racial residential segregation, African 
Americans 50 years and older may have a greater connection and place different meaning on 
the role of their neighborhood in their lives, overall well-being, and health as compared with 
their younger counterparts and European American counterparts. As such, an exploratory 
study was conducted to gain a deeper understanding for the role of racial residential 
segregation in the lives of African Americans 50 years and older. Using a social 
constructivist perspective, this study sought to understand and interpret how the meaning of 
neighborhood and physical activity in this population was shaped by their life experiences 
and socioeconomic, cultural, and political factors (Kim, 2001).
Purposive sampling was used in the selection of the study participants, who had completed 
the baseline and follow-up survey for the ACTS study in NC. The follow-up survey included 
a question that asked if participants would be willing to answer additional questions. This 
yielded 200 participants. Census tract data were used to determine which participants from 
this subsample lived in predominantly African American neighborhoods, which yielded 112 
participants. Researchers also sought to have a representative sample from each of the three 
study regions. Sampling was continued until point of data saturation was reached (Guest, 
Bunce, & Johnson, 2006).
Participants were recruited through phone calls made to their home or work place. To be 
eligible for the qualitative study the person: (a) could not have any physical restrictions that 
prevented them from being physically active, and (b) had to be willing to devote at least an 
hour of their time to complete the interview. Once the participant agreed to be interviewed, a 
study fact sheet was mailed to their address that outlined the purpose of the study and 
informed them of a monetary incentive upon completion of the interview.
The first author conducted semistructured interviews via the phone from May to July 2011. 
This method was chosen to reduce the burden on the participant and to maintain consistency 
in data collection. It has been documented that data obtained from phone interviews can be 
an adequate substitute for face-to-face interviews when contact has already been made with 
participants and rapport established (Carr & Worth, 2001; Sturges & Hanrahan, 2004). This 
was the case in this study, because the first author had previous involvement with the 
participants during her work with the ACTS intervention. Verbal informed consent was 
acquired over the phone before the initiation of the interview.
Interview questions focused on the perception of the neighborhood’s influence on 
participants’ physical activity. The interviews were digitally recorded and transcribed 
verbatim by experienced transcriptionists. Participants were mailed a $30 Visa gift card upon 
completion of the interview. This incentive was deemed appropriate given the fact that 
participation in this study involved minimal risk (Grant & Sugarman, 2004). The 
approximate duration of each call was between 45–240 min.
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The analysis examined the association between racial residential segregation and physical 
activity. Multilevel regression analyses were conducted using Mplus version 6.1 (Los 
Angeles, CA; Baron & Kenny, 1986). Models were run using the following four physical 
activity outcomes: minutes of moderate to vigorous physical activity per week, minutes of 
walking per week, MET hours per week, and a dichotomized variable for meeting physical 
activity recommendations. The models examined the association of racial residential 
segregation to each physical activity measure controlling for demographic variables. Data 
were clustered at the census tract level and were modeled as such in the analyses. To control 
for the clustering effects of the church, churches were treated as fixed effects. Logistic 
regression models were used to test the association between racial residential segregation 
and meeting physical activity recommendations. Because racial residential segregation may 
be associated with the limited availability of physical activity resources (e.g., recreational 
facilities, parks, and others), additional analyses were conducted to examine these resources 
as potential mediators between racial residential segregation and physical activity. Results 
from these analyses were not significant and therefore are not reported.
Qualitative Data Analysis
Content analysis was used to gain deeper knowledge and understanding of how older 
African Americans living in predominantly African American neighborhoods gave meaning 
to their residential context and its role in influencing their health, specifically physical 
activity (Hsieh & Shannon, 2005). A directed content analysis approach was employed 
because the concept of therapeutic landscapes as outlined by Braubach is limited in its 
description of a health-promoting neighborhood, and this type of analysis allows for further 
exploration beyond an a priori set of codes (Hsieh & Shannon, 2005; Zhang & Wildemuth, 
2009). All transcribed data were organized and managed using ATLAS.ti version 6.2 
(Corvallis, OR) qualitative text analysis software.
The purpose of coding was to reveal patterns in the text related to understandings, 
perceptions, actions, and social constructions of the racial residential context and its 
potentially therapeutic characteristics as described by participants. In addition, coding 
looked for patterns related to neighborhood characteristics that could possibly describe the 
association between racial residential segregation and physical activity. This process, which 
was managed using a codebook, involved identifying segments of the text that provided a 
description of what people were doing, why they acted in the manner in which they did, and 
how they were thinking about the way they acted (Warren & Karner, 2010).
Trustworthiness of the findings was established through inter rater reliability, which was 
accomplished through consultation with a doctoral candidate who checked the coding 
scheme against 17% percent of the transcripts, which allowed for a critical assessment of 
interpretations from the direct quotes (Krefting, 1991).
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The descriptive statistics are shown in Table 1. The final data set consisted of questionnaire 
responses from 472 participants, of whom 68% were women, 60% were married, and 65% 
were over the age of 60. Approximately 46% of the sample had at least a college degree, 
with 45% reporting an annual household income of at least $50,000. The mean proportion of 
African American residents in a participant’s census tract was 46.4%, ranging from 1.1% to 
80.0%. Approximately 34% of participants met the physical activity recommendations. The 
mean METs value was 8.4 and the mean number of minutes of physical activity was 114, 55 
of which were devoted to walking.
Factors Associated With Physical Activity
The results (see Table 2) show that a greater proportion of African American residents in the 
participant’s neighborhood were associated with 0.56 (p < .05) greater METs. Participants 
who reported either fair or good health had significantly lower METs than participants who 
reported an excellent health status. Greater proportions of African American residents in a 
neighborhood were associated with approximately 9.2 more minutes of physical activity (β = 
9.17, p < .01). Participants who reported either fair (β = −27.25, p < .05) or good health (β = 
−37.81, p < .05) had significantly fewer minutes of physical activity than participants who 
reported an excellent health status. There was a significant negative association between 
minutes of physical activity and neighborhood poverty (β = −1.91, p < .05). Lower levels of 
neighborhood poverty were associated with significantly more minutes of physical activity.
Participants living in more predominantly African American neighborhoods had 1.22 (p < .
01) higher odds of meeting physical activity recommendations than those living in more 
predominantly European American neighborhoods. Minutes of walking were significantly 
associated with a greater proportion of African American residents in a neighborhood (β = 
3.61, p < .05).
In sum, these findings indicated that living in a neighborhood with a greater proportion of 
African American residents was associated with higher levels of physical activity and 
increased odds of meeting physical activity recommendations. These findings were contrary 
to the proposed hypothesis. The results from the quantitative findings helped to inform the 
direction of the qualitative interviews to further explore possible explanation for the higher 
rates of physical activity reported by older African Americans living in predominantly 
African American neighborhoods.
Qualitative
The final qualitative sample size included 12 participants (9 women and 3 men) residing in 
three different urban areas of NC. Their characteristics are provided in Table 3. The results 
presented reflect the themes that emerged related to the concept of therapeutic landscapes 
(Table 4). The narrative of the results represents a synthesis of the findings and relationships 
that exist within the themes. Results are presented first by examining how people view their 
neighborhood and then by how their perception of their neighborhood translates into 
physical activity behaviors.
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Neighborhood Opportunities for Physical Activity—Facilities that were mentioned 
as spaces for physical activity included the Young Men’s Christian Association (YMCA), 
community recreational centers, and churches located within 6–8 miles or 10–15 min from 
participants’ homes. A couple of the participants mentioned community centers close to 
their homes that offered exercise classes for older people. One participant remarked that her 
neighborhood lacked nature trails, bike trails, and sidewalks, and had a community center 
that lacked exercise equipment. She further stated that her neighborhood community center 
was in disrepair as compared with other community centers located in adjacent, 
predominantly European American neighborhoods. “In a lot of community centers they have 
exercise equipment and stuff on a large scale. Some of the centers have swimming. They 
don’t have that here. So the centers are more geared towards healthy living than this one” 
(female, 65).
Aging in the Neighborhood—When asked to describe their neighborhood, participants 
highlighted the age composition of their neighborhood. They were conscious of their age in 
relation to that of their neighbors, as many of them had been residing in their neighborhood 
for approximately 30 years and had seen neighbors come and go. “My neighborhood is a 
diverse neighborhood, we have young people, we have children, and we have middle-aged 
people, which I consider myself one. We have older people” (female, 62). The diversity in 
age among residents in certain neighborhoods posed various benefits and challenges to the 
participants. Some participants were pleased to have younger people in their neighborhood 
because they contributed to the upkeep of the neighborhood. “People who have kids in the 
neighborhood are going to take better care of the neighborhood. People don’t want a lot of 
riff raff around their family and kids” (male, 65).
In contrast, some participants believed that some of the younger people detracted from their 
neighborhood by loitering in neighborhood stores, playing their music too loud, being 
disrespectful to elders, and having disregard for property that they did not own. “I’m older 
and too many young folks, as we say, hanging out, just standing outside. It was just, you 
know, you’re trying to get in the store and they’re out there standing around talking and in 
your way” (female, 59).
Neighborhood Racial Identity—In addition to the age of their neighbors, participants 
also had an awareness of the race of their neighbors. “Well we live in a neighborhood in 
[city] that is predominantly Black – in fact it’s about 95% Black. It’s a neighborhood that 
started out White years ago” (female, 71). Within this awareness of neighborhood race, 
participants also expressed the historical context that the racial makeup of their 
neighborhood had played for them throughout their lives. In the past, living in a 
predominantly Black neighborhood represented for them a place of cultural acceptance, 
solidarity, and connectedness:
“The reason I moved here was because I wanted my children to grow up in a 
neighborhood where they could look out the door and see professional people doing 
things, who looked like them… … if they needed something they should be able to 
ask for it. I didn’t want any racial problems” (female, 65).
Armstrong-Brown et al. Page 9













These perceptions of their neighborhood illustrate the value that they placed on living in a 
predominantly African American neighborhood in a historical context and how this value 
still resonated with them today:
“From a Black perspective, it’s like this is the only history part that I’ve ever known 
that back in the day the Blacks had, for when people came to [city] they would go 
to [neighborhood] park for picnics and things like that. That’s where we came 
together … It seems like they’re not trying to preserve any Black history” (female, 
59).
It is important to note that one participant described his neighborhood as a mixed 
neighborhood, although it was 79% African American. He stated that living in a mixed 
neighborhood afforded him with access to better resources as opposed to living in a 
segregated community:
“My neighborhood that I’m living in at the present time is a mixed neighborhood. I 
came up in a segregated neighborhood. Sometimes things like streetlights went out 
and it would be a while before they replaced the streetlights. I have a great 
neighborhood and it’s a lot better than it was before because what I mean by that by 
being a mixed neighborhood you can get things done a lot better, a lot quicker” 
(male, 65).
The following themes address participants’ perception of how their neighborhood facilitates 
and/or inhibits their physical activity.
Neighborhood Physical Features Affect Physical Activity—Participants that lived 
in close proximity to parks, restaurants, stores, and other resources were able to incorporate 
physical activity with greater ease. “It’s good for exercise. We walk our dogs, things like 
that. Sometimes when you’re out you don’t want to drive everywhere. There’s a park right 
down the street from the house. We go into the park and we walk” (male, 65).
Age of Neighbors as a Factor Influencing Physical Activity—Participants were 
aware of how their own aging and the aging of their neighbors influenced the dynamics in 
the neighborhood. One participant believed that the presence of younger people could have 
the potential to create opportunities for physical activity. “Maybe if I was in a neighborhood 
with a lot of young couples… … we did a lot of things together like walking and going to 
the gym. But I haven’t been in the neighborhood with that camaraderie” (female, 65). This 
notion of young people in the neighborhood having an influence on physical activity was 
conveyed by another participant who was motivated to keep up with the activities of his 
younger neighbors:
“Most of the people in the neighborhood do things … You see them walking, 
running, stuff like that. And everybody, you know, try to be healthy. They’re 
younger people then we are and they try to keep theirs [exercise] so we try to keep 
ours too” (male, 65).
Knowing Your Neighbors—Knowing and being known by your neighbors was an 
important theme that emerged from the interviews. A majority of participants had lived in 
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their neighborhood for over 30 years with the same neighbors and felt that they could 
depend on their neighbors to alert them of any problems in the neighborhood. Being familiar 
with their neighbors encouraged them to walk in the neighborhood. Although participants 
stated that they did not frequent their neighbors’ homes, the sense of familiarity from 
knowing their neighbors was welcoming:
“Most of the people I know and they know me because all my neighbors now, even 
if they don’t know me on the newer end, they say, ‘Oh, you’re out doing your 
walking this morning.’ I feel very comfortable there because they know me” 
(female, 74).
When asked how their neighborhood influences their physical activity, one participant 
remarked:
“It’s [neighborhood] pleasant to walk through. It’s not a new neighborhood, but it’s 
pleasant. I know that when I get out there I’m going to see or speak to somebody. 
So I don’t really mind getting out there and walking because of that” (female, 66).
Embedded within this theme of knowing their neighbors, many participants specifically 
discussed the experience of living in a predominantly African American neighborhood, and 
how this facilitated physical activity. Participants associated living in a predominantly 
African American neighborhood with trust, camaraderie, and mutual respect:
“It’s a Black community. You know the people, you know the neighborhood, 
they’re friendly, and they look out for each other. We were like that; people would 
walk in the neighborhood mornings and evenings. It was laid back, a quiet Black 
neighborhood” (male, 56).
Feeling of Safety—The feeling of safety was described mainly by the women interviewed 
in terms of the physical aspects of the neighborhood along with the social environment. 
Some avoided walking during the morning rush hours when high traffic was a safety 
concern. Another participant highlighted how safety issues in her neighborhood had changed 
over time, which influenced her willingness to walk. “I used to walk a lot in the 
neighborhood and then I stopped when the neighborhood changed with the gangs and that. 
So I started to walk again because the neighborhood has changed back to a more peaceful 
area” (female, 62). Similar to the theme of knowing your neighbors, living in a 
predominantly African American neighborhood influenced participants’ feelings of safety. 
Some of the participants expressed that they felt safe living in a predominantly African 
American neighborhood because they felt a sense of belonging. One participant illustrated 
this in the quote below:
“I felt totally accepted in my neighborhood, it was an all-Black neighborhood; I 
was totally safe. There were a group of us; we did everything together. We played 
together… we went to Sunday school and church together. It was a safe 
environment…” (female, 65).
Other characteristics of a predominantly African American neighborhood mentioned by 
participants that contributed to their feeling of safety included togetherness, tight-knit 
community, and people looking out for each other.
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Few studies have been conducted that examine variables associated with both racial 
residential segregation and physical activity among older African Americans. None to our 
knowledge have been conducted in the United States’ South. This study found that for older 
African Americans, living in racially segregated, urban neighborhoods of NC was associated 
with higher levels of physical activity and increased odds of meeting physical activity 
recommendations.
These findings were inconsistent with those of other studies that have found no effect 
between racial residential segregation and physical activity (Corral et al., 2012; Lopez, 
2006). The other studies used a single-item measure of physical activity in the past month 
(Corral et al., 2012; Lopez, 2006). In contrast, this study used four different physical activity 
variables, derived from the number of minutes of seven different types of exercises per week 
in the last 30 days. Moreover, this study extended previous research with the addition of 
qualitative interviews with a subset of the study sample to explore how older African 
Americans who live in racially segregated neighborhoods perceived and placed meaning on 
their surroundings and how this contributed to their physical activity.
The findings from the qualitative interviews (e.g., their feelings of comfort, safety, and 
acceptance from living in racially segregated neighborhoods) may explain why physical 
activity was higher among participants with a higher percentage of African Americans in 
their neighborhoods. Perceived safety, acceptance, and comfort from knowing one’s 
neighbors are concepts that relate to social cohesion.
Studies have found that communities with high levels of social cohesion have community 
members that report good health (Kawachi, Subramanian, & Kim, 2008; Kawachi & 
Berkman, 2000). A study examining neighborhood influences on physical activity among a 
mixed racial sample of older adults found that social cohesion was associated with higher 
levels of neighborhood walking, despite safety and neighborhood problems (Fisher et al., 
2004). The social cohesion that the current study’s interviewees expressed as being present 
in their neighborhood describes positive aspects of racially segregated neighborhoods that 
are often omitted from studies on health and racial residential segregation. (Landrine & 
Corral, 2009). Understanding more about the mechanisms by which racial residential 
segregation impacts health is essential to determine how best to address health concerns of 
residents living in these neighborhoods.
In addition, findings from this study do not support those from previous studies, which have 
documented the association between access to physical activity resources and actual 
engagement in physical activity (Heinrich et al., 2008; Hoehner, Brennan Ramirez, Elliott, 
Handy, & Brownson, 2005; Humpel, Owen, & Leslie, 2002). One explanation may be in 
how potential moderators are conceptualized and measured. For example, this study’s 
qualitative findings revealed that although resources for physical activity were in close 
proximity to their place of residence, they were not necessarily used, due to quality, time 
constraints, and individual accountability. Underutilization of physical activity resources 
have also been identified in other studies conducted among urban African American women 
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and a predominantly rural European American population (Maley, Warren, & Devine, 2010). 
Future research needs to explore more specifically the moderating effects of individual and 
environmental determinants of physical activity among older African Americans who do 
have access to physical activity resources.
At the same time, this study had some methodological limitations that should be considered 
when interpreting the nonsignificant association between access to physical activity 
resources and actual physical activity. This study did not examine street connectivity, 
presence of sidewalks, or crime, all of which have been linked to walking in older adults 
(Michael, Perdue, Orwoll, Stefanick, & Marshall, 2010). In addition, asking participants to 
report the name, location, and proximity to residence of the physical activity facilities they 
used could have strengthened this study. This study was cross-sectional in nature, so 
causality could not be determined. In addition, the sampling frame was not necessarily 
representative of all older African Americans because these participants were drawn from 
churches. All physical activity measures were self-reported and therefore subject to recall 
biases, where participants may be unable to accurately recall past events (Coughlin, 1990). 
In addition, self-reported data are also subject to social desirability, where participants 
provide responses that present them in a positive light (Podsakoff, MacKenzie, Lee, & 
Podsakoff, 2003). Notwithstanding, every effort was made to reduce the presence of biases 
by providing specific response options regarding physical activity and through confidential 
data collection.
Nonetheless, this study’s strengths can be found in the use of the concept of therapeutic 
landscapes and the place stratification model, which informed the conceptual model. The 
concept of therapeutic landscapes informed the qualitative component of this study by 
exploring how participants perceived their neighborhood environment and in turn how this 
contributed to their physical activity. Braubach’s model of place effects on health posits that 
neighborhood resources and characteristics can impact an individual’s health outcomes 
depending on how the individual perceives or filters these factors (Braubach, 2007). 
Understanding this filtering process was achieved in this study with the use of the 
semistructured interviews. The interviewees were very aware of the characteristics of their 
neighborhood, specifically identifying how the racial composition of their neighborhood 
influenced their life and their health. Most participants viewed the predominantly African 
American composition as a positive aspect of their neighborhood that contributed to a sense 
of comfort and security, which translated into health promoting behaviors such as walking. 
The place effects model can be employed in other studies to discover how individuals 
perceive their neighborhood’s influence on their health.
Another strength of this study is the application of a mixed method mode of inquiry. The use 
of mixed methods in this study offered a set of tools to collect and analyze various forms of 
data that could be synthesized to provide a plausible association between living in racially 
segregated neighborhoods and being physically active that was found among participants.
Armstrong-Brown et al. Page 13














This study revealed that the intersection of health and place for older African Americans is 
multifaceted, especially for those living in predominantly African American neighborhoods. 
These facets include, physical, social, historical, and individual. The way in which some 
older African Americans place meaning on their neighborhood environment may differ from 
the meaning that someone else places on the same environmental feature, thus segregation 
does not have the same meaning for everyone. Barriers for one population may be perceived 
as assets to another population. Researchers should account for this in their study of 
neighborhood access and health behaviors.
Racial residential segregation, which is viewed by many as deleterious to health, was also 
described in a positive manner by those living in these neighborhoods, primarily because of 
their perceptions of their neighborhood. Racial residential segregation is socially constructed 
(Gotham, 2000). As such, understanding its influence on health requires incorporating a 
social perspective that transcends the measures of neighborhood racial composition and 
examines the experiences of people residing in these areas. Building upon this study, future 
intervention research should examine ways to enhance or create social cohesion in these 
communities through such activities as intergenerational gatherings, having community 
projects to plant trees, forming neighborhood walking groups, and engaging community 
members to feel empowered to make changes in their community centers or neighborhoods 
to promote healthy living. One way to achieve this is through the creation of residential 
block associations that are focused on collective beneficial goals for the neighborhood such 
as more streetlights or the beautification of the neighborhood. These associations may have 
the effect of fostering norms of trust and feelings of safety and connectedness (Mendes de 
Leon et al., 2009). In addition, out of these associations residents could form exercise groups 
with shared exercise goals that build cohesion through social support (Estabrooks & Carron, 
1999). This could also allow for intergenerational interactions among the younger and older 
residents.
The emphasis that participants placed on knowing their neighbors highlights the importance 
of the neighborhood social environment. The historical context of the neighborhood is 
another facet of place and health relevant for older African Americans. For many of these 
people, their neighborhood once represented a place of solace in a time of turmoil. These 
shared experiences connect them to their neighborhood and to their neighbors. Many of the 
current therapeutic effects of the neighborhood described by the interview participants were 
a function of their experiences accumulated over an extended period of time spent in the 
neighborhood. These findings show that what is commonly referred to in the literature as 
“geographic clustering” or “racial residential segregation” can be redefined as the density of 
values, beliefs, and similarities, which can enhance and support positive health outcomes. 
Thus, the results from the current study help us to alter existing stereotypes and 
conceptualizations, and redefine what we measure as segregation and its associated health 
outcomes.
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Braubach, M. (2007). Preventative applications of the therapeutic landscapes concept in 
urban residential settings: A quantitative application. In A. Williams (Ed.), Therapeutic 
landscapes (pp. 111–132). Burlington: Ashgate Publishing.
Armstrong-Brown et al. Page 19










































 Less than high school 6
 High school 48
 College 21
 Post College 25
Income (%)
 Low income 30
 Middle income 43
 High income 27
People meeting physical activity recommendations (%) 34
Mean MET hours/week (SD) 8.4 (8.6)
Mean minutes of physical activity (SD) per week 114.6 (114.1)
Mean minutes of walking (SD) per week 55.7 (54.9)
Mean neighborhood African American composition (SD) 46.4 (30)
Mean neighborhood poverty (SD) 12.1 (8.8)
Mean neighborhood education (SD) 17.9 (10.3)
Note. MET = metabolic equivalent task.
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Table 2
Adjusted Multilevel Regression Models of Measures of Physical Activity
MET Hours/week Minutes of PA Per Week Meet PA Guidelines Walking Per Week
β β OR β
Racial residential segregation −.52 8.39* 1.21** 3.57*
Female
Male 1.38 10.79 .93 4.15
Age 61–70
Age 50–60 −.66 −7.73 1.01 −2.95
Age 70–80 1.57 3.98 .98 −1.41
Age > 80 −.65 −20.43 .65 −13.98
Middle income
Low income −.51 −6.05 .71 −1.14
High income 1.88 14.74 1.36 4.7
Post graduate
Less than high school −.59 1.36 1.3 7.8
High school 1.1 3.02 1.11 −4.88
College .1 −.2 .87 −9.31
Married
Single −.93 −14.86 .74 −5.63
Widow −.66 −17.47 1.08 −9.78
Excellent health
Fair health −3.5** −39.29* .7 −16.47
Good health −2.26 −28.18* .62* −8.02
Neighborhood poverty (%) −.06 −1.32 .97 −.833
Neighborhood education (%) −.11 −1.1 .97 −.12





Reference group in italics.
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Table 4
Major Themes Related to the Model of Place Effects on Health
Domains Themes
Physical and social characteristics of neighborhood • Opportunities for physical activity
• Living in a neighborhood that looks good
• Aging of the neighborhood
• Neighborhood racial identity
Filter function and well-being • Utilizing neighborhood physical activity resources
• Neighborhood physical features affect physical activity
• Age of neighbors as a factor influencing physical activity
• Knowing your neighbors
• Feeling of safety
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